The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition alternative model for personality disorders offers a two-part definition of personality pathology, separating personality functioning from traits. The Level of Personality Functioning Scale (LPFS) from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition alternative model for personality disorders encapsulates the personality functioning criterion, and several methods have been used to assess it. Previous interview rating methods have overlapped with an assessment of personality traits and symptoms, biasing the assessment of functioning, and recently developed self-report instruments rely on the participant's awareness of their personality pathology. The purpose of the current analyses was to examine the reliability and validity of LPFS ratings based on open-ended, nondiagnostic interviews. The sample consisted of 162 community-dwelling, older adult participants from the St. Louis Personality and Aging Network. Undergraduate students rated video recordings of Life Story Interviews, using a 12-item version of the LPFS. One-way random, average measures intraclass correlation coefficient for the total LPFS was .80. A principal components analysis indicated that a single underlying dimension could characterize the LPFS. Component scores derived from this analysis demonstrated theoretically consistent associations with both normal-range and maladaptive personality traits. The component scores also contributed small but significant variance to the prediction of personality disorder symptoms, health, and functional outcomes over and above personality traits. These findings support the reliability and validity of the LPFS as assessed using Life Story Interviews and suggest that personality functioning ratings may have utility in predicting clinically relevant outcomes.
The alternative model for personality disorders (AMPD) has received significant research attention since its inclusion in Section III of the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5; American Psychiatric Association, 2013) . Most of this research has focused on the personality trait model introduced under Criterion B, which represents the style of pathology experienced by the individual . Comparatively, little research has examined the personality functioning model, introduced under Criterion A (Krueger, Hopwood, Wright, & Markon, 2014) . The conflation of personality functioning or severity with pathological personality traits and symptoms was a major limitation of earlier categorical systems of personality disorder (PD; Clark, 2007; Livesley, Schroeder, Jackson, & Jang, 1994; Parker et al., 2002 Parker et al., , 2004 Tyrer et al., 2011) . One notable problem was a high degree of co-occurrence among the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) PD types, partially due to nonspecific aspects of functioning cutting across diagnostic categories (Hopwood et al., 2011) . By separating a severity dimension from the traits that characterize each disorder, clinicians can assess whether the level of dysfunction experienced by the individual warrants a diagnosis of PD before assessing personality traits.
The DSM-5 work group proposed the Level of Personality Functioning Scale (LPFS) for this purpose, based on a review of the clinical utility of measures assessing problems in self-other representations, combined with an analysis of established functioning measures. The LPFS represents severity of personality dysfunction described in terms of both self and interpersonal functioning Morey et al., 2011) . The LPFS further conceptualizes self-functioning as containing problems with identity and self-direction and the interpersonal domain as containing problems with empathy and intimacy. The clinician rates each of the four subdomains based on a description of prototypical impairment provided for each of five levels, from little or no impairment to extreme impairment. The LPFS has the potential to be an important clinical tool, if it can be used reliably and be shown to provide information that is not completely redundant with a personality trait assessment.
Although personality traits and functioning can be conceptualized separately, they are difficult to distinguish empirically (Clark & Ro, 2014) . Some studies have assessed the LPFS using diagnostic interviews for PDs (Few et al., 2013; Zimmermann et al., 2014) . Although these studies represent significant progress in examining the AMPD, the use of diagnostic interviews as the basis for making LPFS ratings is problematic. If a rater who listened to a participant's responses to a diagnostic interview for DSM-IV PDs generates LPFS scores, the LPFS ratings could exhibit confirmation bias. That is, the rater's prior expectations about the connection between PDs and functioning might inflate the associations and redundancy between the two. For example, Few et al. (2013) asked trained graduate student interviewers to rate the personality functioning of patients using the LPFS following the administration of the Structured Clinical Interview for DSM-IV PDs (First, Gibbon, Spitzer, Williams, & Benjamin, 1997) . Double entry intraclass correlation coefficients (ICCs) for the four LPFS subscales ranged between .47 and .49 (within the acceptable range for DSM-5 constructs; Kraemer, Kupfer, Clarke, Narrow, & Regier, 2012) . The average correlation between the LPFS ratings and the sum of DSM-IV PD symptom sets was .56. This result may be an overestimate because the LPFS ratings were obtained using the same interview that was used to assess DSM-IV PDs. The investigators also reported that the LPFS did not provide incremental validity over pathological personality traits in predicting DSM-IV PDs. The authors concluded that LPFS impairment ratings have limited clinical utility in explaining PD constructs. Nevertheless, LPFS ratings might bring a useful perspective to the study of personality pathology if they were based on a distinct methodology or a different source of information that would limit the potential influence of confirmation bias. It is also possible that the LPFS may have predictive utility for explaining outcomes other than a PD diagnosis (e.g., health and social functioning).
A few measures have recently been developed for the measurement of LPFS, including self-report questionnaires (Huprich et al., 2017; Hutsebaut, Feenstra, & Kamphuis, 2016; Morey, 2017) and semistructured interviews (Hutsebaut, Kamphuis, Feenstra, Weekers, & De Saeger, 2017; Thylstrup et al., 2016) . These instruments vary in their brevity and reliability. Coefficient alphas for the self-report measures range from .69 to .96, and one-way random, absolute agreement, single-measures ICC for one of the semistructured interviews was .97 (Hutsebaut et al., 2016 (Hutsebaut et al., , 2017 Morey, 2017) . All of these measures have demonstrated theoretically consistent associations with other measures of functioning. The DSM-5 Levels of Personality Functioning Questionnaire provided incremental validity over the AMPD traits in predicting well-being and relational functioning (Huprich et al., 2017) . Another study developed an ad hoc self-report measure of Criterion A developed from the descriptions provided by the DSM-5 for specific PD diagnoses and compared its ability to predict DSM-IV PD types over and above AMPD traits (Anderson & Sellbom, 2018) . The authors found that the Criterion A measure did not provide incremental utility over and above traits in predicting self-reported PD types, except in the case of avoidant PD.
Although self-report and semistructured interview measures of the LPFS are clearly valuable for future research, there are a number of limitations to these methods that we sought to address in the current study. First, these measures depend on the individual providing accurate answers to questions about the self and interpersonal relationships which requires a level of self-knowledge that may be negatively associated with personality pathology (Carlson & Oltmanns, 2015; Oltmanns & Powers, 2012) . Similar to the potential confirmation bias present in ratings of diagnostic interviews, the way questions are phrased may place demand characteristics on the participant's responses. For example, a participant who recognizes that all of the items have to do with various personality problems may either issue a cry for help or respond defensively. For the current study, we chose a method for assessing the LPFS that would minimize its methodological overlap with standard measures of PD symptoms, traits, and outcomes, while also minimizing reliance on the participant's explicit insight into his or her personality pathology.
A potential benefit of the LPFS is the apparent relevance of the personality functioning constructs (i.e., identity, self-direction, empathy, and intimacy) to an individual's lived experience and the way they craft these experiences into a coherent story. Narrative identity represents one way in which individuals derive continuity and meaning from their lives. One method that has yet to be explored in relation to the LPFS is to have naïve observers rate interviews that focus on an individual's narrative identity (Adler et al., 2017) . The primary tool for assessing narrative identity is the Life Story Interview (LSI; McAdams, 1993) . In this interview, the interviewee determines the content and structure of their personal life story, with minimal influence from the interviewer. One benefit of using this approach to rate the LPFS is that it does not rely on explicit, direct questions about personality pathology. Rather, it represents a form of behavioral assessment based on narrative descriptions generated by the individual. Similar behavioral assessment approaches have contributed greatly to our understanding of personality and interpersonal processes (Alexander, 1988; Benjamin, Rothweiler, & Critchfield, 2006) . Previous research also suggests that clinicians place a greater importance and rely more on narrative descriptions of a client's interpersonal interactions than direct questions when diagnosing PD (Westen, 1997) .
1 In 1 It is important to note that the LSI is not intended as a clinical instrument and differs in important ways from the narratives typically elicited by clinicians. A clinician may place a greater emphasis on assessing present functioning and limit the amount of narrative detail as compared to the LSI. However, both clinician interviews and the LSI involve individual's "narrative descriptions of themselves, their past, and their interactions with others" (Westen, 1997) . This document is copyrighted by the American Psychological Association or one of its allied publishers.
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doing so, clinicians tend to obtain meaningful personality functioning information (e.g., problems with intimacy or work) that may be addressed in treatment, even when no PD diagnosis is met. Although narrative identity is associated with personality traits, it is not completely reducible to trait descriptions of the individual's personality (McAdams, 1995; McAdams & Pals, 2006) . Further, although narratives are not devoid of information about PD symptoms, it appears that they offer unique information about personality functioning that is not biased by either the interviewer or the interviewee's preconceived understanding of the relationship between pathological personality traits and level of personality functioning.
Overview of the Present Study
The purpose of the current study was to examine the reliability and validity of the LPFS as assessed by raters after watching LSIs. Our first aim was to evaluate whether independent raters could provide consistent, reliable ratings of impairment and whether these ratings would show meaningful associations with adaptive and maladaptive personality traits. Second, we examined relations between LPFS ratings and DSM-IV PDs as assessed by a semistructured diagnostic interview. We were particularly interested in determining whether the LPFS ratings would contribute unique information to the prediction of DSM-IV PDs over and above self-reported personality traits. Lastly, we examined connections between the LPFS ratings and various life outcomes rated by self-reports, interviews, and informant reports, including emotional and physical well-being, substance use, and social and relationship adjustment, as well as the variance explained in these outcomes by LPFS and trait ratings.
Method

Participants and Procedures
The current analyses are based on a subsample of 162 individuals between the ages of 55 and 64 years participating in the St. Louis Personality and Aging Network (SPAN; Oltmanns, Rodrigues, Weinstein, & Gleason, 2014) . To obtain a sample exhibiting a wide range of personality pathology, we selected participants who met criteria for one of the 10 DSM-IV PDs as assessed by the Structured Interview for DSM-IV Personality (SIDP-IV; n ϭ 80). Because few of our participants met the diagnostic threshold for borderline, schizotypal, and dependent PDs, we also included participants if they met three or more criteria for these disorders (n ϭ 12). We also included individuals who exhibited PD not otherwise specified, which we defined as the presence of 10 or more PD criteria without meeting the threshold for a specific PD diagnosis (n ϭ 30; Pagan, Oltmanns, Whitmore, & Turkheimer, 2005) . Once these participants were identified, we selected 40 additional participants from the overall SPAN study who were comparable to the initial group with regard to gender, race, and education. Overall, the sample was primarily female (56.2%; n ϭ 91) and Caucasian (59.9%; n ϭ 97). In all, 38% percent were Black/African American (n ϭ 62). The institutional review board approved the procedures of SPAN as consistent with established ethical guidelines (protocol number: 201102523) .
Treatment-and non-treatment-seeking samples. During a baseline interview, participants were asked to indicate whether they had ever "received treatment for a mental disorder or advice from a mental health professional on problems in life" (Lawton & Oltmanns, 2013) . In all, 57% (n ϭ 93) of the current subsample reported having received some form of treatment for a mental health problem. A non-treatment-seeking comparison group consisted of 72 participants who reported never receiving mental health treatment, whether or not they met for a psychiatric diagnosis. We expected that the treatment-seeking sample would exhibit greater dysfunction than the non-treatment-seeking comparison group on the LPFS. This would serve as a validity check before analyzing the relationships between the LPFS and PD symptoms and traits.
Informant sample. Participants in the SPAN Study were also asked at the baseline assessment to nominate an individual who knew them well and could provide information about their behavior. A total of 144 participants in the subsample provided informant data. Most of the informants were female (58.6%, n ϭ 95) and Caucasian (56.2%, n ϭ 91). Average age was 56.2 (SD ϭ 12.2; range ϭ 22.2 to 87.3). In all, 42% percent (n ϭ 68) were married to or in a romantic relationship with the participant, 28.4% were other family members (n ϭ 46), and 16.0% were friends (n ϭ 26); the remaining were neighbors or coworkers of the participant.
Measure of Personality Functioning
Level of Personality Functioning Scale (American Psychiatric Association, 2013; Bender et al., 2011). According to the assessment procedures for Criterion A provided in DSM-5, clinicians rate the patient's overall level of impairment on a scale from 0 (little to no impairment) to 4 (extreme impairment) (American Psychiatric Association, 2013; Bender et al., 2011) . Each level of impairment is accompanied by descriptions of functioning in the four subdomains at that level, with three paragraphs for each subdomain. For example, a person with little to no impairment on the identity subdomain is described as follows (we have numbered the paragraphs for clarity):
[1] Has ongoing awareness of a unique self; maintains role appropriate boundaries.
[2] Has consistent and self-regulated positive self-esteem, with accurate self-appraisal.
[3] Is capable of experiencing, tolerating, and regulating a full range of emotions.
At the other end, a person with extreme impairment is described as follows:
[1] Experience of a unique self and sense of agency/autonomy are virtually absent, or are organized around perceived external persecution; boundaries with others are confused or lacking.
[2] Has weak or distorted self-image easily threatened by interactions with others; significant distortions and confusion around self-appraisal.
[3] Emotions not congruent with context or internal experience; hatred and aggression may be dominant affects, This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
although they may be disavowed and attributed to others.
As can be seen from the abovementioned example, the corresponding paragraphs within each subdomain are thematically connected across each level of impairment. For example, the first paragraph for identity at each level references the ability to maintain a unique, differentiated, and autonomous self. To enhance reliability, we parsed these descriptions into three items for each subdomain (while retaining the exact language of the LPFS). For example, the identity abovementioned descriptions were decomposed into the following: ability to (a) maintain an autonomous self, (b) establish stable self-esteem, and (c) regulate emotional experience. Doing this across each subdomain resulted in a total of 12 items (see Hutsebaut et al., 2016 and Zimmermann et al., 2014 for a similar treatment of the LPFS). Raters were trained to use the 12-item LPFS scale by watching two videos of participants who did not have high PD scores but were rated by a pilot group of raters as experiencing some impairment in functioning on the LPFS. They then provided LPFS ratings after watching video-recorded LSIs. We instructed raters to focus on the five response options for each item and pick the description that best matched the target individual. To calculate reliability, three interchangeable raters independently watched and provided LPFS ratings for each video. We calculated scores by averaging across items and across the three raters who watched each video. Nine undergraduate students (seven women and two men) provided the ratings used in the current study.
Life Story Interview (McAdams, 1993). Trained full-time staff members and clinical psychology graduate students administered an abbreviated version of the LSI to the participants at baseline, prior to the SIDP-IV (McAdams, 1993) . Following a standard script, interviewers asked participants to divide their life into approximately four chapters, give each chapter a title, and describe what happened in each. They also asked participants to describe a high point, low point, turning point, best character, and worst character in their life story. In accordance with the guidelines for administering the LSI, interviewers avoided directing the content of the narrative through their responses or by asking probing questions (Adler et al., 2017) . We considered omissions and diversions to be meaningful; as such, interviewers did not actively redirect participants. Interviews were video recorded with the consent of the participant. The average length of the interviews rated for the current analyses was approximately 23 min.
Measures of Adaptive and Maladaptive Personality
Revised NEO Personality Inventory (Costa & McCrae, 1992) . The Revised NEO Personality Inventory (NEO PI-R) is a 240-item measure of the five-factor model (Costa & McCrae, 1992) . Items are responded to on a 5-point Likert-type scale ranging from 1 (strongly disagree) to 5 (strongly agree). Coefficient alphas ranged from .88 (Openness) to .93 (Neuroticism; Mdn ϭ .90).
Multisource Assessment of Personality Pathology (Oltmanns & Turkheimer, 2006) . The Multisource Assessment of Personality Pathology (MAPP) is an 80-item measure of personality pathology based on lay translations of the diagnostic criteria for the 10 PDs listed in DSM-IV (Oltmanns & Turkheimer, 2006) . Each item is rated on a 5-point Likert-type scale ranging from 0 (I am never like this) to 4 (I am always like this). The baseline assessment of the SPAN study lacked an explicit assessment of the pathological personality traits included in the AMPD because it was conducted prior to the model's proposal. Therefore, for the analyses reported in this article, we used a newly developed method for scoring the MAPP based on an item-level factor analysis. Boudreaux, South, and Oltmanns (2015) identified seven factors that underlie responses to the 80 items, labeled as follows: Social Inhibition, Paranoid Mistrust, Angry Hostility, Detachment, Exhibitionism, Peculiarity, and Rigidity. Although this model differs in some respects from the AMPD, the similarities outweigh the differences. The models both identify Detachment and Peculiarity factors (i.e., AMPD Psychoticism); MAPP Paranoid Mistrust, Angry Hostility, and Exhibitionism are similar to AMPD facets of Antagonism; MAPP Social Inhibition is similar to AMPD Withdrawal and Submissiveness; and MAPP Rigidity is consistent with AMPD Rigid Perfectionism (Krueger, Derringer, Markon, Watson, & Skodol, 2012) . Using data from the full SPAN sample, we used a least squares regression approach to estimate scores on each underlying dimension.
Structured Interview for DSM-IV Personality (Pfohl, Blum, & Zimmerman, 1997). The Structured Interview for DSM-IV Personality (SIDP-IV) is a semistructured, diagnostic interview for the assessment of DSM-IV PDs (Pfohl, Blum, & Zimmerman, 1997) . It consists of 80 items, each corresponding to a symptom of the 10 DSM-IV PDs. Interviewers rate the presence of each symptom from 0 (not present) to 3 (strongly present). To obtain continuous scores for each PD type, we summed ratings across the relevant criteria. One-way random, average measure ICCs were calculated by having interviewers rate a randomly selected subsample of 265 interviews. Interrater reliability for the entire interview was .67. For specific disorders, ICCs ranged from .53 (paranoid) to .77 (borderline).
Interview, Self-, and Informant Report Measures of Life Outcomes
Mini-International Neuropsychiatric Interview (Sheehan et al., 1998). The Mini-International Neuropsychiatric Interview (M.I.N.I.) is a short structured diagnostic interview for DSM-IV psychiatric disorders (Sheehan et al., 1998) . We administered the alcohol and drug dependence sections of the Mini-International Neuropsychiatric Interview For the current analyses, we calculated continuous scores for alcohol and drug dependence by summing across the number of endorsements to the seven criteria of each disorder.
Social Adjustment Scale (Weissman & Bothwell, 1976; Weissman, Olfson, Gameroff, Feder, & Fuentes, 2001). The Social Adjustment Scale (SAS) is a 56-item inventory that assesses seven domains of psychosocial functioning (e.g., housework, social and leisure, and parental; Weissman & Bothwell, 1976; Weissman, Olfson, Gameroff, Feder, & Fuentes, 2001) . The items are rated on a 5-point Likert-type scale (response options vary depending on the question stem) and are framed in terms of the past 2 weeks. We reverse coded the SAS so that higher scores indicate greater adjustment. We examined only the Social and Leisure subscale for the current analyses. Items on this scale ask participants to describe the frequency with which they engage in particular activities, for example, "How many friends have you seen or This document is copyrighted by the American Psychological Association or one of its allied publishers.
been in contact with (e.g., on the telephone, via e-mail, etc.) in the last two weeks?" Because participants answer different sets of questions depending on their social role (e.g., whether they are single or in a romantic relationship), coefficient alpha could not be computed.
We adapted eight of the SAS items for use by informants. Six items ask about social interactions (four of which correspond directly to the Social and Leisure subscale) and two about work. Coefficient alpha for the eight-item informant report version of the SAS was .69 in the present sample.
Dyadic Adjustment Scale (Sabourin, Valois, & Lussier, 2005; Spanier, 1976). Participants who were currently in a romantic relationship completed an abbreviated, four-item version of the Dyadic Adjustment Scale (DAS; Sabourin, Valois, and Lussier, 2005; Spanier, 1976) . The items are answered on a 6-point Likert-type scale that ranges from 0 (never/extremely unhappy) to 6 (all the time/perfect).
Informants who were in a romantic relationship with the participant completed the same four items with regard to their own relationship satisfaction. Coefficient alpha for the 4-item DAS was .70 in both participant and informant ratings.
RAND-36 Health Status Inventory (Hays & Morales, 2001
). The RAND-36 Health Status Inventory (HSI) is a 36-item inventory composed of eight subscales, which are weighted and combined to produce separate physical and mental health composite scores (Hays & Morales, 2001) . Coefficient alphas for the subscales ranged from .78 (social functioning) to .93 (physical functioning; Mdn ϭ .85).
Ten of the HSI items were adapted for informants. Higher scores on both self-and informant report versions indicate better health. Coefficient alpha for the informant report HSI was .89.
Data Analytic Plan
We conducted all analyses in R (R Core Team, 2018). First, we examined descriptive statistics for the LPFS subscales and total score, interrater reliability, and mean differences between the lifetime treatment and no lifetime treatment groups. Next, we conducted a principal components analysis to determine how well the LPFS items were characterized by a single underlying dimension. We also examined correlations between the LPFS and NEO PI-R domains and MAPP symptom dimensions. After that, we computed zero-order correlations of the LPFS with the SIDP-IV, as well as our other outcome measures. To determine the unique contribution of each personality measure in predicting PDs and outcomes, we conducted a series of hierarchical regression analyses predicting each PD type/outcome from traits/symptoms and LPFS ratings. Finally, we examined standardized regression coefficients and variance explained to determine the additional contribution of the LPFS over and above trait ratings in predicting these outcomes.
Results
Descriptive Statistics and Correlations of the LPFS With Personality Traits
Descriptive statistics for the LPFS are presented in Table 1 . A total score for the LPFS was calculated by averaging across the four subscales. Scores on each subscale and the total score ranged from 0 (little or no impairment) to just below 3 (severe impairment), with average scores falling between little or no impairment to some impairment. Internal consistency of scores averaged across raters within each subdomain ranged from .74 (selfdirection) to .89 (empathy), with an average of .80. The means across all subscales and the total score were significantly higher for the lifetime mental health treatment group than the no lifetime treatment group, with an average Cohen's d of .50, indicating a medium effect size. Men scored significantly higher than women on impaired self-direction, t(160) ϭ 2.87, p Ͻ .01, Cohen's d ϭ .45, and empathy, t(160) ϭ 2.87, p Ͻ .01, Cohen's d ϭ .45; no gender differences were found for the total score. No race/ethnicity differences were observed. Education was moderately and negatively correlated with identity, self-direction, intimacy, and the total score (r ϭ Ϫ.24, Ϫ.41, Ϫ.22, and Ϫ.29, respectively).
Interrater reliability coefficients were computed using a oneway random, average measures ICC (Shrout & Fleiss, 1979 ; final column of Table 1 ). ICCs (1, 9) ranged from .64 (intimacy) to .80 (identity), indicating adequate reliability. Single-measure ICCs were as follows for the four subscales: identity ϭ .57, selfdirection ϭ .50, empathy ϭ .47, and intimacy ϭ .37. For the total score, the average and single-measure ICCs were .80 and .56, respectively.
Intercorrelations between the subscales of the LPFS are presented in the top portion of Table 2. All four subscales of the LPFS Correlations between the LPFS subscales and component score with the NEO PI-R domains and MAPP factor scores are presented in the bottom portion of Table 2 . The LPFS subscales were all negatively correlated with agreeableness. With the exception of Empathy, the subscales also correlated positively with neuroticism and negatively with extraversion. Self-direction and Intimacy were also weakly and negatively correlated with conscientiousness. The component score exhibited a moderate negative correlation with agreeableness and weak positive correlation with neuroticism. With regard to the MAPP factor scores, the LPFS subscales correlated positively with Paranoid Mistrust and Peculiarity. Both interpersonal subscales were correlated positively with Hostility, but only Empathy exhibited a significant positive correlation with Exhibitionism. Identity also showed a weak, positive association with Inhibition. The component score showed a moderate positive correlation with Peculiarity and Paranoid Mistrust and a weak positive correlation with Hostility.
The LPFS and DSM-IV PDs
Our second aim was to examine relations of the LPFS with DSM-IV PDs assessed using the SIDP-IV. The zero-order correlations of the LPFS and the SIDP-IV PDs are presented in the top portion of Table 3 . Paranoid, schizoid, schizotypal, antisocial, borderline, and narcissistic PDs exhibited positive correlations with at least three out of the four LPFS subscales, as well as the component score. Histrionic, avoidant, dependent, and obsessivecompulsive PDs were largely nonsignificantly related to LPFS ratings, although dependent PD was moderately associated with impaired functioning on the Identity subscale.
To examine the unique contribution of the LPFS over and above trait measures in predicting DSM-IV PDs, we performed a series of hierarchical multiple regression analyses. In the first model (results are shown in upper portion of Table 4 ), each of the 10 DSM-IV PDs was regressed on the NEO PI-R domains at Step 1. The LPFS component score was added at Step 2. Total proportion of variance explained by the LPFS and the NEO-PI-R ranged from 10% (obsessive-compulsive) to 48% (avoidant). The LPFS contributed significant unique variance to the prediction of five of 2 We also performed a subscale-level principal components analysis and again found evidence of a single dimension. The first component explained 74.25% of the variance, and the first to second eigenvalue ratio was 6.19 (eigenvalues were 2.97, 0.48, 0.28, and 0.27).
3 Conclusions remained unchanged if either the LPFS mean score or the subscale-level component scores were used instead. 
The LPFS and Life Outcomes
Although personality traits, particularly maladaptive personality features, may be more central to the conceptualization of the PD categories presented in the DSM, personality functioning may offer additional information in predicting outcomes other than PDs. Our third aim was to examine associations of the LPFS with various life outcomes, including a history of substance use, mental and physical health, and social and relationship adjustment. Correlations between these outcomes and the LPFS are presented in the bottom portion of Table 3 . The LPFS component score correlated This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
positively with symptoms of alcohol and drug dependence and negatively with all other outcomes. Finally, we performed similar hierarchical regression analyses as described earlier, with life outcomes as the dependent variables (Table 5) . Overall, the combination of the LPFS component score and NEO PI-R personality domains accounted for between 10% (partner's dyadic adjustment) and 44% (self-reported mental health) of the variance. The LPFS subscales contributed significant unique variance to the prediction of alcohol dependence, ⌬R 2 ϭ . 09, F(1, 150) When using MAPP and LPFS as predictors, total variance accounted for ranged between 14% (drug dependence) and 46% (self-reported mental health). Three cases showed significant contributions of the LPFS over the MAPP: alcohol dependence, ⌬R 2 ϭ .08, F(1, 149) ϭ 14.39, p Ͻ .001; drug dependence, ⌬R 2 ϭ .04, F(1, 147) ϭ 7.44, p ϭ .007; and self-reported physical health,
Discussion
The current analyses extend the literature on Criterion A by using the LSI as the basis for rating personality functioning. This procedure represents one way to minimize the potential confirmation bias that occurs when assessing personality functioning simultaneously with PD symptoms and traits. The LPFS total score demonstrated good reliability when averaged across raters, and adequate single-rater reliability (Kraemer et al., 2012) . The reliability is comparable with what has been found previously when using PD diagnostic interviews for rating the LPFS (Few et al., 2013) . In our data, LPFS scores showed theoretically consistent relationships with both normal-range and maladaptive personality traits. Notably, the LPFS component score demonstrated incremental validity over personality traits when predicting several DSM-IV PDs, as well as other important outcomes, such as substance use, social adjustment, and physical health. These results indicate that LPFS ratings based on the LSI are indeed closely related to personality traits, but they also provide some additional unique information when assessed separately from traits.
The fact that LPFS ratings can be reliably obtained from unstructured narrative descriptions of a person's life and interpersonal relationships suggests that this may also be the case in a clinical setting. Although the LSI differs meaningfully in length, granularity, and content from unstructured clinical interviews, these approaches are both less structured relative to semistructured diagnostic interviews. They do not ask the person to reflect specifically on features of personality pathology or on ways in which other people might view their behavior, but on their lives as a whole. The life narrative method is also less likely to be biased by a rater's expectations about relationships among certain variables, such as diagnostic criteria for PDs and various aspects of social impairment. We do not mean to suggest, however, that the LSI should be widely used as an assessment for personality functioning in either research or practice. At the time that the current study was launched in 2007, the DSM-5 workgroup for PDs was just being formed, and the AMPD had not been proposed. Currently, there are a number of reliable and well-validated self-report and interview measures of the LPFS (Huprich et al., 2017; Hutsebaut et al., 2016 Hutsebaut et al., , 2017 Morey, 2017) . Those measures should continue to play a central role in future studies concerned with Criterion A, recognizing of course the potential limitations of self-knowledge about not only the presence of pathological personality traits but also the impact these characteristics have on health and social adjustment (Oltmanns & Powers, 2012) . Our findings support the potential value of exploring the utility of a general measure of impaired personality functioning. They also demonstrate that it is possible to obtain personality functioning information without (a) explicitly probing for personality problems and (b) the individual having insight into the nature of these problems. Establishing the reliability of the LPFS under these conditions helps provide context for research moving forward with more structured assessments of the personality functioning criterion.
This study extends the current literature by showing that personality functioning contributes uniquely to the prediction of several of the PD types above and beyond normal-range and maladaptive personality traits. The evidence is mixed in this regard. If the goal is to maximize one's predictive power, trait measures do outperform the LPFS in most domains. However, the LPFS has the advantage of parsimony. We should note that in the current study, the LPFS was based on only 12 items, whereas the NEO PI-R and MAPP were based on 240 and 80 items, respectively. In our community sample of older adults, the LPFS was particularly useful in relation to certain outcomes beyond simply predicting symptoms of traditional PD types. The effects for substance abuse and physical health outcomes were notable in that regard. These findings suggest that future research on the relationship between personality pathology and substance dependence and physical health comorbidities should consider carefully the assessment of personality functioning as well as traits. The LPFS does seem to be a valid tool to assess the severity of personality problems an individual is experiencing. Once the severity is established, trait measures can be used to further characterize the individual's personality pathology.
The present findings are consistent with prior indications that the LPFS should be understood as a single dimension, given the lack of discriminant validity between Criterion A self and interpersonal personality impairment (Anderson & Sellbom, 2018; Morey, 2017; Zimmermann et al., 2015) . A single component best explained the data when we ran principal components analyses at 4 We also ran all relevant analyses using the standard scoring of the MAPP, which includes subscales associated with each of the DSM-IV PD diagnostic categories. The results of these analyses are presented in Table  S1 -S3 in the online supplemental materials. The overall pattern of correlations between the LPFS and the MAPP diagnostic scales appeared similar to the correlations between the LPFS and the SIDP-IV (with the possible exception of histrionic PD). The regression analyses exhibited a similar pattern of significance. Unlike with the MAPP factor scores, the LPFS component score did not contribute significant variance over the MAPP diagnostic scales when predicting antisocial and narcissistic PD as measured by the SIDP-IV. However, the LPFS component score did contribute significant variance over the MAPP diagnostic scales (but not the MAPP factor scores) when predicting self-and informant report of social adjustment. This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. both the item and subscale level. These findings suggest that a clear distinction is lacking between subscales of Criterion A self and interpersonal impairment as measured by the LPFS. In fact, Morey (2017) has argued that the LPFS was designed to measure general impairment unidimensionally. This would be similar to the general severity rating proposed in the dimensional PD model for International Classification Of Diseases, 11 th Revision, which is obtained prior to following up with ratings of maladaptive personality traits (Tyrer, Reed, & Crawford, 2015) . Our findings support the use of the LPFS as a unidimensional measure of personality functioning, which may then be used by clinicians to determine if a full assessment of multiple pathological personality traits is warranted.
One important caveat to keep in mind is that the current analyses represent a rather conservative test of the LPFS. The LSI did not share method variance in the same way as our self-reported measures of personality traits and self-reported outcomes and displayed more incremental validity in the prediction of interviewrated outcomes than self-reported outcomes. The inclusion of informant reports helped us observe relations that may not simply be the product of shared method variance. However, it is still unclear if the current results represent a unique contribution of the LPFS or if the unique manner in which the LPFS was assessed played a significant role. The current findings do extend the literature by minimizing the effect that potential confirmation biases may play when assessing personality functioning and pathological traits from diagnostic interviews. However, future studies will need to hone in on the middle ground, where the content of personality functioning and traits can be distinguished while also disentangling the contribution of different sources and methods of assessment.
Another important contribution of the current study is that participants were drawn from a community sample, thereby enhancing the generalizability of the results to other general populations. At the same time, the average level of impairment is expected to be lower than what would be found in clinical populations. We attempted to represent different forms of personality pathology by including some individuals who exhibited subthreshold PD symptoms. Previous research shows that PD symptoms, particularly borderline PD symptoms, show meaningful associations with functional impairment even at subclinical levels (Clifton & Pilkonis, 2007) . With regard to rating the life narrative, a potential limitation of the study is that each rater assessed all items/subscales for a target participant simultaneously. This has the benefit of imitating one aspect of clinical practice, insofar as a single clinician makes multiple judgments about a patient simultaneously. However, it is contrary to the procedure typically recommended for the LSI, which is to have each rater code one variable at a time to decrease dependency in the ratings (Adler et al., 2017) . Another limitation is that we did not use a measure that was specifically designed to assess the AMPD traits. We believe that the PD symptom dimensions derived from the MAPP are useful substitutes. However, the MAPP was originally intended as a measure of PD types. As such, MAPP scores overlap in content with SIDP-IV scores and thus provide a very stringent test of the LPFS. Nevertheless, it will be important for future research to use an instrument specifically developed for use with the AMPD. As additional studies propose clinical interviews designed to assess the LPFS (Hutsebaut et al., 2017; Thylstrup et al., 2016) , it will be important to evaluate whether these instruments perform similarly to the ratings obtained in the current study.
The present findings indicate that researchers can gain valuable information about life outcomes from assessing personality functioning via the LSI. The LPFS as rated from the LSI added significant and unique variance to the prediction of life outcomes, although it accounted for less variance on average than that provided by traits. It should be acknowledged that the LPFS ratings could have been influenced by the content of the LSI. These This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
interviews might include information about important outcomes such as drug and alcohol dependence, and marital and social functioning, as these are often central themes in life stories. The prediction of life outcomes from the LPFS as rated by life stories, then, may be more of a function of the life story assessment method than an indicator of the utility of the LPFS, or of Criterion A. These findings also raise the question of whether the LPFS is specifically associated with pathological personality traits or if the LPFS is a general marker of psychopathological severity. In other words, is the LPFS as closely associated with mental disorders not traditionally understood as personality pathology (former Axis I) as it is with pathological personality traits? These will be empirical questions to consider moving forward. At the same time, there is a large amount of content overlap in measures of pathological personality traits and PD diagnoses. As such, these findings extend the existing research in examining the incremental validity of the LPFS. That the LPFS could still provide unique predictive power is a testament to the utility of assessing impairment in addition to personality styles and dispositions.
In conclusion, this study represents one more step in the process of analyzing and refining the AMPD. Our diagnostic system is always in need of reform to provide a system of care that is empirically supported and clinically flexible. Our results support the assertion that a separate assessment of severity can provide unique information to the diagnosis of PD and prediction of consequential life outcomes. With more research on the reliability and validity of Criterion A, it may be possible to develop PD treatments that connect to meaningful domains of human functioning and provide opportunities to rewrite dysfunctional narratives in a way that promotes growth. Future research should follow up on these analyses by investigating the role that an assessment of personality impairment or PD severity plays in clinical practice. Ultimately, the AMPD's ability to promote the development of clinical treatments represents its full promise and is the criterion by which it should be measured.
